LEMIRE & HIGGINS, iLc
Attorneys at Law

2534 Route 9, P.O. Box 2485, Malta, NY 12020
518.899.5700 ~ 518.793.9005
Fax 518.899.5487

Mailing Address:
PO Box 2485
Malta, NY 12020

NEW CLIENT INTERVIEW SHEET

DATE:

1. NAME REFERRED BY

2. ADDRESS Ity
ZIP CODE

3, DATE OF BIRTH AGE

4. TELEPHONE (HOME) (CELL)
EMAIL

5. WCB# DATE/ACCIDENT SSH#

6. EMPLOYER

7. EMPLOYER ADDRESS

8. DID YOU HAVE MORE THAN ONE JOB ON THE DATE OF ACCIDENT? If yes, list
other employer(s):

9. COMPENSATION INSURANCE CARRIER

10. CARRIER ADDRESS

11, CARRIER CASE NUMBER

12. BRIEFLY DESCRIBE HOW INJURY OCCURRED

13, LIST ALL INJURIES

14. ARE YOU OUT OF WORK? Yes / No SINCE WHEN?

15. DATE, TIME AND PLACE OF NEXT HEARING

16. IF PRESENTLY REPRESENTED BY AN ATTORNEY, PLEASE PROVIDE THE NAME AND
ADDRESS

17. PLEASE PROVIDE REASON(S) FOR CHANGING ATTORNEYS




“Tew | Worlrs' CLAIMANT'S AUTHORIZATION TO DISCLOSE
4@‘%& Compensation WORKERS' COMPENSATION RECORDS
Board (Pursuant to Workers' Compensation Law Section 110-a)

PO Box 5205, Binghamton, NY 13902-5205 & www.wcbh.ny.gov

CLAIMANTS ARE PROHIBITED FROM AUTHORIZING RELEASE OF WORKERS' COMPENSATION INFORMATION TO
PROSPECTIVE EMPLLOYERS OR IN COMNECTION WITH ASSESSING FITNESS OR CAPABILITY OF EMPLOYMENT.

PLEASE COMPLETE ALL ITEMS. AN INCOMPLETE FORM WILL DELAY THE PROCESSING OF YOUR REQUEST.

Claimant's Nante Claimant's Soclal Security |Case Number [[]WCB [] D8 [] Discriminatien [ PFL
or Tax ldentification Number| and/or Date of Accldent

IF RELEASE 15 AUTHORIZED FOR ADDITIONAL CASE FILE(S), IDENTIFY BELOW BY WCB/DB/DC/PFL CASE NUMBER ANDIOR DATE OF
ACCIDENT(S)

Any and alt Workers' Compensation Board files,

INSTRUCTIONS:

Submit original to the Workers® Compensation Board and retain a copy for your records. Autharization for disclosure of
records for certain purposes is not valid under the law. See excerpt of WCL Section 118-a on the reverse of this form. This
authorization is effective until it is revoked by the claimant. Claimant may revoke this authorization at any time upon
written notice to the Workers' Compensation Board.

THIS AUTHORIZATION DOES NOT PERMIT YOU TO OPEN AN INDIVIDUAL eCASE ACCOUNT
OR TO VIEW CASES VIA eCASE QUTSIDE OF A BOARD LOCATION.

Pursuant to Section 110-a of the Woarkers® Compensation Law, |, \
(CLAIMANT'S NAME)

represent that | am & person who is/was the subject of the workers' compensation cases(s) indicated above, and | authorize the
Workers' Compensation Board fo discuss the above-referenced Workers' Campensation Board records with and/or release a copy of

the above-referenced records to Lemire & Higgins, LLC \
{NAME OF A SPECIFIC FERSON, CORPORATION, ASSOCIATION O PUBLIC OR PRIVATE ENTITY)

at PO Box 2485 Malta, NY 12020

{ADDRESS)
I understand that the requesting party may be required to pay a statutory fee prior to being provided copies of these records by the
Workers' Compensation Beard.

Claimant's Signature (ink anly - use blue ink if possible) Date

Failure to provide the information requested on this form will not result in the denial of your authorization, but may defay the
processing of your request. The voluntary release of your social security number enables the Board to ensure that
information is associated with, and quick action is taken on, your request.

OCHOARAN oo |




Employee Claim C-3
State of New York - Workers’ Compensation Board
Fill out this form to apply for workers' compensation benefits because of a work injury or work-related iliness. Type or
print neatly. This form may also be filled out on-line at www.web.ny.qov.

WCB Case Number (if you know it):
A. YOUR INFORMATION (Employee)

1. Name: 2, Date of Birlh; / /
First [1]] Last
3. Mailing address:
Nymber and Streel{FO Box City State Zip Code
4, Social Security Number: - - §. Phane Number: { } 6. Gender: [_IMale [_1Female

7. Will you need a translator if you have to altend a Board hearing? [ JYes [] No If yes, for what language?
B. YOUR EMPLOYER(S)

1. Employer when injured: 2. Phane Number: ( )
3. Your work address:

Number and $lreel City Slate Zlp Code
4. Dateyouwerehired: ./ [ 5 Your supervisor's name;

6. List namesfaddresses of any other employer{s) at the time of your injuryfillness:

7. Did you fose time from wark at the other employment(s) as a result of your injuryiiliness? [ _Jves [INo
C. YOUR JOB on the date of the injury or iliness

1. What was your job title or description?

2, What types of acfivities did you normally perform at work?

3.Was yourjob? {checkone) ] Full Time [ PartTime [ Seasonai [ Valunteer [ Other:

4. What was your gross pay {before taxas} per pay period? 5. How often were you paid?

6. Did you receive lodging or lips in addition 1o your pay? [Tves Tno i yes, describe:

D. YOUR INJURY OR ILLNESS
1. Date of injury or dale of onset of ilness: / / 2. Time of injury: Clav Clem

3. Where did the injury/illness happen? (e.g., 1 Main Sireet, Pottersville, at the front daor)

4. Was this your usuat work location? [ 3Yes [ INo If no, why were you at this location?

5. What were you doing when you were injured or bacame ili? (e.g., unloading a truck, typing a report}

6. How did the Injury/iliness happen? (e.g., | ripped over a pipe and fell on the floor)

7. Explain fully the nafure of your injuryfiliness; list body parts affected {s.g., twisted left ankle and cut to forehead):

THE YWORKERS' COMPENSATION BDARD EMPLOYS AND SERVES PEOPLE
C-3.0 {1«11) Page 1 of 2 WITH DISABILITIES WITHOUT LISGRIMINATION www.web.ny.gov




YOUR NAME: - — e DATE OF INJURY/ILLNESS: / /
D. 'YOUR INJURY OR ILLNESS continued
8. Was an object {e.g., farklit, hammer, acid) involved in the injuryiilness? [ IYes [ INo If yes, what?

9. Was fhe injury the result of the use or operation of a ficensed motor vehicle? []Yes [JNo
ffyes, [ yourvehice  [] employersvehicle ] othervehidle  License plate number {if known}):

If your vehicle was invelved, give name and address of your motor vehicle insurance carrler:

10. Have you given your employer {or supervisor) nolice of injuryfilness? [ Jyes 1 No
If yes, nolice was given to: [oratly (1 inwriting  Date notice given: f /

11, Did anyone see your injury happen? [1ves [T No [ Unknown Ifyes, list names:

E. RETURN TO WORK

1. Did you stop work because of your injury/ilness? [T Yes, on what date? o d [ N, skip to Sectlon F,
2. Have you retumed towork? [ [ves [ INo ¥ yes, on what date? [ ] regular duty U] fimited duty
3. If you have returned to work, who are you working for now?  [_I Same employer L1 New employer [ serr employed
4, What is your gross pay (befare axes) per pay period? How often are you paid?
F. MEDICAL TREATMENT FOR THIS INJURY OR ILLNESS
. What was the date of your first reatment? / / L] None received {skip fo question F-5)

2. Were you treated on sife? [[JvYes [ No

3. Where did you receive your first off site medical treatment for your injuryfillness? Unone received [ Emergency Room
[ Dactor's office L] Clinic/Hospital/Urgent Care 1 Hospital Stay over 24 hours
Name and address where you were first freated:

Phone Number: { )

4, Are you still being treated for this injuryfilness? [ Yes [] No
Give the name and address of the doctor{s) freating you for this injuryfillness:

Phone Number: { )

5. Do you remember having another injury to the same body part or a similarifness? {_lves [ No

I yes, were you treated by adoctor? [ lyes [[INo  If yes, provide the names and addresses of the dactor(s) who treated
you 2nd COMFLETE AND FILE FORM C-3.3 TOGETHER WITH THIS FORM:

6. Was the previous injury/iiness work related? [_Ives [ No
If yes, were you working for the same employer that you work fornow? [ ves ] No

| am heraby making 2 claim for benefits under the Workers' Compensation Law, My signature affirms that the Information | am providing is true
and accurate to the best of my knowledge and belief,

Anr lgaerson who knowingly and with INTENT TO DEFRALID presents, causes to be presented, or preparas with knowig‘qrge or belief that it

will be presented to, or by an insurer, or self-insurer, any Informafion containing any FALSE MATERIAL STATEMENT or conceals any
material fact, SHALL BE GUILTY OF A CRIME and subject to substantial FINES AND IMPRISONMENT.
Employee's Signature: Print Name: Date: / I
On behalf of Employee: Print Name: Date: I /

An Individual may sign on behalf of the empluyee only If he or she is legally autharized fo do so and the employee is a minor, mentafly incompetent or Incapacifated.

1 cerify fo o bes{ of my knowiedge, informatian and Belief, formed aiter an inquiry reasanable under ihe croumstances, fhat e allegaiions and olber factiml
matiers asserted above Rave evidentiary suppart, or are likely 1o have evidentiary suppor after a reasonable opporiunity for further inves gations or discovery.

Signature of Alforney/Representative {if any): Date: ! !
Print Name: Title:
ID No., ffany: R If Licensed Representatlve, License No.: Expiration Date; / /

C-3.0 {(1-11) Page 2 of 2




Limited Release(Hcg;Ali?alth Information C-3.3

State of New York - Workers' Compensation Board

WCB Case No. (if you know if):

To Clalmant: If you received treatment for a previous injury to the same body part or for an illness similar {o the one described in your surrent
Claim, fill out this form, This form allows the health care providers you list below o refease heaith care information aboul your previous infury/

iiness to your employer's workers' compensation insurer. The federal HIPAA law (Health Insurance Partability and Accountability Act of 1996)
says you have a right fo get a copy of this form. Jf you do not understand this form, talk to your legal representative, if you do not have a legal
representative, the Advecate for Injured Workers at the Workers' Compensation Board can help you, Call: 800-580-6665.

To Health Care Provider: A copy of this HIPAA-compliant release allows you lo disclose health information. If you send records to the
employer's workers' compensation insurer in response to this release, also mail copies lo the Claimant's legal representative, (If no legal
representalive is listed below, send copies to the Claimant) Health care providers who release recards must follow New York state law and
HIPAA,

This release Js: . ) This form does NOT allow your health care provider(s)
® Valuntary. Your heaith care provider(s) must give you the same care, to refease the following types of information:

payment {erms, and benefits, whather you sign this form or not.
e Limited. It gives your health care provider(s) permission to release oniy

those health records that are related to the previous ilnessfcondition you ® HiV-related information
describe below,

e Temporary. lt ends when your curent claim for compensation is established e Psychotherapy notes
or disallowed and all appeals are exhausted.

& Revocable. You can cancel this refease at any ime. To cancel, send a letter ® Aicohol/Drug treatment

to the health care provider(s) lisled on this form. Also, send a copy of your
letter fo your employer's workers' compensation insurer and the Workers'
Compensation Board. Nofe: You may nof cancel this release with respect to
medical records already pravided.

® For records only. It gives your health care provider(s) listed on this form
permission to send copies of your health care records to your employer's
workers' compensation fnsurer,

® Mental Health trealment (unless you check below)

® Verbal information Syour heallh care providers may
not discuss your heatth care information with anyone)

Any medical records released will become part of your workers' compensation file and are confidential under the Workers' Compensation Law.
A. YOUR INFORMATION {Claimant)

1. Name; 2, Social Security Number; - -
3. Mailing Address:
4. Date of Birth:; f / 5, Date of the cument Injuryfiliness: / /

6. Current injuryfiliness, Including alf body paris injured:

7. Your legal representafive’s name and address (if any):

{_| Check here if you aflow your health care provider{s) fo release mental health care information,

B. YOUR HEALTH CARE PROVIDER(S) (List all health care providers who treated you for a previous injury to the same body part or similar
iliness. if more than 2 providers attach their contact infarmatian to this form.}

1. Provider; 2. Phene Nuber: ( )
3. Mailing Address:
4. Other provider (if any): 5. Phone Number: ( )

6. Mailing Address:

C. READ AND SIGN BELOW. | hereby request that the health care provider(s) listed above give my employer's workers' compensation
insurer capies of all health records related o any previous injuryfiliness, to all bady parts, described above,

Glaimant's signaiure (ink only - use biue ballpcint pen, if possible.) Dale

If the claimant s unable to sign, the persan signing on his/her behalf must fill out and sign below:

Your name Relationship {o Clalmart Slgnature {ink only ~ use blue ballpaint pen, i possible.} Date

C-3.3 (12-09) Versidn en espafiol al reverso de la forma. Www.web.ny.gov




Instructions for Completing Form C-3, “Employee Claim”

Please complete this form and send it to your local Warkers' Compensation Board district office (DO) to apply for workers'
compensation benefits, The addresses are listed at the bottom of these instructions. If you need additional help in completing
this form, contact the Workers' Compensation Board at 1-877-632-4996, You may alsoe fill this form out online at: hitp:/
www.web.ny.gov/

If you do not have or know your Workers' Compensation Board Case Number, please leave this field blank. It is net
required to process your claim, Remember to enter your name and the date of your injury/iliness on the top of page
two.
Section A - Your Information (Employee):
Item 1; Enter your full name, including first name, middle initial, and last name.
Item 2: Enter your date of birth in month/day/year format. Inctude the four digit year.
Ttem 3: Enter your mailing address, including P.O. Box, if applicable, city or town, state, and Zip code.
Item 4: Enter your Social Security Number. This is very important to help service your claim faster.
Item 5: Indicate the primary contact phone numbet, including area code. This may include a cell phone number.
Item 6: Indicate your gender (Male or Female).
Item 7: Board hearings are conducted in English. If you will nced a translator to understand the proceeding, the Board will
provide one. Check Yes and indicate the language needed,

Section B - Your Employer(s):
Item 1: Indicate the employer you were working for at the time you were injured or became ill,
Item 2: Enter the phone number for this employer, either a primary contact number or the mumber for your supervisor.
Item 3: Enter the employer’s address, including P.O, Box, if applicable, city or town, state, and Zip code.
Tiem 4: Indicate the date you were hired by this employer.
Item 5: Enter your direct supervisor's name, whom you report to on a regular basis.
Item 6: I you have more than one job, please indicate the names and addresses of all other employers you work for besides
the one you were injured at. Please attach a separate sheet if you need more room.
Item 7: Check Yes if you lost time from any of your other jobs as a result of your injury or illness; otherwise, check No.

Section C - Your Job on the Date of the Injury or Illness:
Ttem 1: Indicate your current job title or job description (e.g., warehouse worlker).
Item 2: Indicate your typical work activities for this job (e.g., keeping inventory, unloading trucks, etc.).
Ttem 3: Check the type of job you had.
Item 4: Enter your gross pay (before taxes) per pay period.
Ttem 5: Indicate how often you received a paycheck (weekly, bi-weekly, etc.).
Item 6: Indicate if you received any tips or lodging in addition to your regular pay. If you did, describe them.

Section D - Your Injury or Iliness;

Ytem &: Enter the date when you were injured or the first date you noticed you became ill, Enter the date in month/day/year
format. Include the four digit year, If this is an illness or occupational disease, then skip item 2.

Item 2: Enter the time when the injury occurred. Check whether it was AM or PM,

Item 3: Indicate the location where the injury/illness occurred, incinding the address of the building and the physical
location in the building where the injury/illness happsned.

Ttem 4: Check whether this was your normal work location, If it was not, explain why you were at this location.

Item 5: Describe in detail what you were doing at the time of the injury/illness (e.g., unloading boxes from a truck by hand).
This explains the events leading up to the injury.

Item 6: Describe in detail how the injury/illness occurred (e.g., I was lifting a heavy box off a truck), This should include all
people and events involved in the injury/iliness.

Item 7: Indicate fully the nature and extent of your injury/illness, including all body parts injured. Be as specific as possible.
(e.g., Lstrained my back trying to lift a heavy box. It hurts to bend over or hold even lighter objects now.)

Ftem 8: Indicate if some object was involved in the accident OTHER THAN a licensed motor vehicle, Other objects may
include a tool (e.g., hammer), a chemical {e.g., acid), machinery (e.g., forklift ot drill press), etc.

Ttem 9: Indicate if a licensed motar vehicle was involved in the accident. If so, check if the motor vehicle involved was
yours, your employei's, or a third party's. Include the license plate number (if known), If your vehicle was involved,
fill out the name and address of your automobile liability insurance carrier.

Ttem 10: Check if you gave your employer or supervisor notice of your injury or illness. If so, indicate who you gave nofice

to ag well ag if it was orally or in writing. Include the date you gave notice.

Ttem 11: Check if anyone else saw the injury happen. If anyone did see it, include their namef(s).

} Section E - Return to Work:
Ttem 1: If you stopped working as a result of your work-related injury/iliness, check Yes and indicate on what date you
stopped working, If you have not stopped working, check No and skip to the next section.

C-3.0 (1-11)




Section E - Return to Work (cont):
Item 2: ¥ you have since returned to work, check Yes. Also indicate on what dafe you started working again, as well as if you
have returned to your Normal Dutics or if you are on Limited or Restricted Duty. (If you have not returned to your full
: pre-injury or illness work duties, then you are on Limited Duty.)
Item 3: If you have returned to work, indicate who you are working for now.
Item 4: Enter your gross pay (before tax pay) 1E{::r pay period for the job you are working at now. Indicate how often you areg
receiving a paycheck (weekly, bi-weekly, etc.).

Section F - Medical Treatment for This II;_Elll'y or Iliness:

Item 1: If you did not receive medical treatment for this injury/illness, check None Received and skip to item 5. Otherwise,
enter the date you first received treatment for this injury/iflness and complete the rest of this section.

Item 2: Check if you werte first treated on the job for this injury or illness,

Ttem 3: Check the location where you first received off site medical treatment for your injury or illness. Include the name and
address of the facility as well as the phone number (including area code).

Item 4: If you are still receiving ongoing treatment for the same injury or illness, check Yes and indicate the name and
address of the doctor(s) providing treatment as well as the phone number (including area code); otherwise check No,

Item 5: If you believe you already had arl injury to the same body part or a similar illness, check Yes and indicate if you were
treated by a doctor for this injury or illness. If you were ireated by a doctor, indicate the name(s) and address(es) of the
doctorgf) whom provided care and complete and file Form C-3.3 together with this form.

Ttem 6: If you had a previous injury or illness, check if your previous ijury or iliness was work-related. If Yes, check if
the injury or 1llness happened while working fof your current employer,

Sign Form C-3 in the place provided for "Employee's Signature on page 2, print your name, and enter the date you signed the

form. If a third-party is signing on behalf of the employce, that person should sigh on the second signature line,” If yon have

%Jegal reprfesentagon, your representative must complete and sign the attomey/representative’s certification section on the
ottom of page 2,

 What Every Worker Should De in Case of On-The-Job Injury or Occupational Disease:

Immediately tell your employer or supervisor when, where and how you were injured.

Secure medical care immediately.

Tell your doctor to file medical reports with the Board and with your employer or its insurance cartier,

Make out this claim for compensation and send it to the nearest Workers' Compensation Board Office. (See below.) Failure to file
within two years after the date of injury may result in your claim being denied, If you need help in completing this form, telephone or
visit the nearest Workers' Compensation Board Office listed below,

Go to all hearings when notified to appear.

Go back to work as soon as you are able; compensation is never as high as your wage.

Your Rights:

PN -

o

1. Generally, you are entitled to be treated by a doctor of your choice, provided he/she is authorized by the Board. If your employer is
involved in a prefened provider organization (PPO) atrangement, you must obtain initial treatment from the preferred provider
organization which has been designated to provide health care services for workers' compengation injuries.

2. DONOT pay your doctor or hospital. Their bills will be paid by the insurance carvier if your case is not disputed. If your case is

disputed,

the doctor or hospital must wait for payment until the Board decides your case. In the event you fail to prosecute your case or the

Board decides against you, you will have to pay the doctor or hospital,

You are also entitled to be reimbursed for drugs, crutches, or any apparatus properly preseribed by your doctor and for carfares or other

necessary expenses going to and from your doctor's office or the hospital. (Get receipts for such expenses.)

You are entitled to compensation if your injury keeps you from wotk for more than seven days, compels you to work at lower wages,

or results in permanent disability to any part of your body.

Compensalion is payable directly and without waiting for an award, except when the claim is disputed.

Injured workers or dependents of deceased workers may represent themselves in matters before the Board or may retain an attorney or

licensed representative to represent them. If an atforney or Hcensed representative is retained, his/her fee for legal services will be

teviewed by the Board and if approved will be paid by the employer ot insurance company out of any compensation benefits due.

Tnjured workers or dependents of deceased workers should not ditectly pay anything to the attorney or licensed representative

representing them in a compensation case.

7. Ifyou need help returning to work, or with family or financial problems because of your injury, contact the Workers' Compensation
Board office nearest you and ask for a rehabilitation counselor or sogial worker.

Sl B W

This form should be filed by sending direetly to the appropriate WCR district office (DO) at the address listed below:

Albany DO - 160 Broadway-Menands, Albany NY 12241 (866) 750-5157 {for aceidents in the following counties: Albany, Clinton, Columbia,
Dutchess, Essex, Fraoklin, Fulton,Greens, Hamilton, Montgomery, Rensselaer, Saratogn, Schenectady, Schoharie, Ulster, Warren, Washington)
Binghamton DO - State Office Building, 44 Hawley Street, Binghamton NY13901 (866) 802-3604 (for nccidents in the following counties: Broome,
Chermung, Chenango, Cortland,Delaware, Qtsego, Schuyler, Sullivan, Tiogs, Tompking)

Buffalo DO - 295 Main Street, Suite 400, Buffalo NY 14203 (866) 211-0645 (for accidents i the following counties: Cattaraugys,

Chautauqua, Erie, Niagara)

Rochester DO - 130 Main Street West, Rochester NY 14614 (866) 211-0644 (for accidents in the following counties: Aflegany, Genesee, Livingston,
Monroe, Ontario, Orleans,Seneca, Steuben, Wayne, Wyoming, Yates)

Syracuse DO - 935 Fames Street, Syracuse NY 13203 (866) 802-3730 (for accidents in the following counties: Cayuga, Herkimer, Jefferson, Lewis,
Madison, Oneids, Onondaga,Oswego,St. Lawrence)

Downstate Centralized Mailing - PO Box 5205, Binghamtan NY, 13902-5205 for all DO's in NYC (800) 877-1373; in Hempsicad (866) 805-3630; in
Hauppauge (366) §81-5354; in Peekskill (866) 746-0552 (for accidents in the following counties: Bronx, Kings, Nassau, New Yaorl, Oraage, Putnam,
Queens, Richmond, Rockdand, Suffolk, Westchester)

C-3.0 (1-11)




STATE OF NEW YORK - WORKERS' COMPENSATION BOARD

CHECK, I:l NOTICE OF RETAINER AND APPEARANGE [:l NOTICE OF RETAINER AND APPEARANCE - ADDITIONAL ATTORNEY
- ONE ] NOTIGE OF SUBSTITUTION AND APPEARANGE (For substtulons, tom ¢ HUST stso be compteted)
WGCH Case No. Soclal Security No. ggge‘p?;ﬁggfgl. Paid Famlly Leave ["PFL"} Stat Dale, or PFL Disedminalion
Name Address
CLAIMANT
EMPLOYER*
CARRIER
REORNEY OR | Lemire & Higgins, LLC PO Box 2485 Malta, NY 12020
P “If claim [s mada under the Velunteer FireHighters' Benefit L the Volunt
Representative's D No., if any Telephone Na. of Atty/Rep. armblance Warkers' Benaft Lav, ahaw ae EMPLOYER the lubie poitent |1 VFBL
R-501347 {518) 899-5700 subdivision and enter "X" In the appropriate hox [T vawBL
A. CLAIMANT COMPLETE THIS SECTION
CHECK ONE:
I:[ Please fake nofice that | have relainad the above-named firmfindividual o represent me in all proceedings sonceming my claim.
[ ] Pleass take notice that | have retained the above-named firmfindividual to represent ma in my appeal to lhe Supreme Court, Appellate Division, Third
Department, or the Court of Appeals,
[ ] Please take nofice that in place of | have retained the above-named to represent and appear for me
in all proceedings concerning my claim.

My clalm is underthe L] Workers' Campensation Law ] Volunteer Firefighter's Berefit Law [ Volunteer Ambulance Waorkers' Benefit Law

[ Disability Benefits Law [ Section 120/244 WGL. - Discharge or Discrinnination Complaint [} Pald Family Leave Law
| hereby autharize the above-named aftomeyfrepresentative to request and obtain copies of any necessary medical records connected with the Workers'
Compansation Board (WCB) case Indicated above, In addifion, [ consent to the transmittat of all medical reports ln this case from my health provider(s) to my
attomey/frepresentative. | understand and agree thal a licensed representafive may appear on my behaifl al the request of my attormey.
In additlon 1o the case folder for this clalm, | authorize the above-named attomeyfrepresentallve to access (CHEGK ONE}:;
LT Al of my workers' compensalion case files maintainad by the NYS WCB.

HThe following warkers® compensation case fle(s) malntained by the NYS WCB (list by number):
No alher access permitted.

Clalmant's Signature Date

B. ATTORNEY/REPRESENTATIVE COMPLETE TH!IS SECTION
| agrea to rePresenl the above-named claimant in compllance with the aforementioned Law ard Rules and Regulations Fromulgaled lhereunder and hereby
notice my relention in the above case, All notices, decisions and other decuments are to be sent to the undersigned unless otherwise indicated helow. It |3
understoad that the enly fees fo be paid In this case are those fixed by the WC Law Judge, the Board, the Canciliater or designated employee of the Chair,

| am {CHECK ONE):

[_]An Attorney at Law [ ] A Licensed Representative with Fee-License No

Signature of Aftomey/Representative

["]A Ucensed Represeniative without Fee--License No.

Date
ATTORNEY OR REPRESENTATIVE WHO IS TO APPEAR, IF OTHER THAN YOURSELF
Name, Address Tel.No. will
appear in this case. All nofices, decisions and ofher documents should ke sent to (him, her ar them), Fees, if any should be made payahle to:
Name Address Tal. Mo,
C. FOR SUBSTITUTION ONLY - ATTORNEYIREPRESENTATIVE COMPLETE THIS SECTION
A copy of lhis notice of substitution was served on the day of 20 ,on
Name of Former Attormey or Representative Address

D. REQUEST AND NOTICE TO HEALTH PROVIDER

Pursuant to Seclion 13(f) of the Workers' Compensation Law, please transmit copies of all your medical repors o me as the claimant's representative.
Signature of Attorney or Representative appearing for clalmant

Please Note: A pirotacopy of this notice shall be deemed as effective as an original.

E. CERTIFICATION OF TRANSMITTAL OF THIS NOTICE TO INSURANCE CARRIER/SELF-INSURED EMPLOYERIEMPLOYER

! hereby castlfy lnat a copy of this notice was transmilted ta the insurance carrier, self-insured employer or smployer named above as required by law (see
instructions below).

Signature of Altomey or Representative
NOTICE TO ATTORNEY OR REPRESENTATIVE:

1. This form may be used by an original, substituted or additional attorney or representative, Check appropriate box on tap of form.
2. Send a copy of this form 1o all of the claimant's health providers, if applicable.

3. A capy of this form must be sent ta the workers’ compensation insuranee carrier, self-insured employer or employer (see section E above),
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" Patient Name: Date of Birth:

AUTHORIZATION TQ DISCL.OSE HEALTH INFORMATION

Address: Phone No:
SS#:
TO:
1. L authorize the disclosure of my protected health information as deseribed below.
2, The type and amount of information to be disclosed is as follows:

All records:  (Please initial appropriate line(s) and/or indicate date(s) if you wish to limit authorization)
Entire Record

Most recent history and physical Dates of Service:
Most recent discharge summary

Laboratory results

X-rays and imaging reports

AERRRRRRIE

Consultation reports
Problem list
Medication list
List of Allergies
Immunization record
Other
This information may be disclosed to and used by: Lemire & Higgins, LL.C
Attorneys at Law
2534 Route 9, PO Box 2485
Malta, NY 12020
Purpose of disclosure:~ Workers’ Comp. ___ Personal
(Please initial) _ Insurance __ Medical _ Other:

T understand that I have a right fo revoke this authorization at any time. I understand that if I revoke this authorization, I must do so in
writing and present my written revocation to he health information management department. I understand that the revocation will no
apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy. Unless otherwise
revoked, this authorization will expire five (5) years from the date T have signed it.

I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I need not sign
this form in order to assure treatment, 1 understand that I may inspect or copy the information to be used or disclosed, as provided in CFR.
164.524, T understand that any disclosure of information carries with if the potential for an unauthorized redisclosure and the information
tnay not be protected by the federal confidentiality rules,

You may accept a photocopy of this authorization and treat it as though it were an original signed by me,

Print Name

Signature Date




